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To the Editor: Endobronchial ultrasound (EBUS) has been utilized as a useful noninvasive diagnostic tool for mediastinal lymph nodes or masses. Recently, convex probe EBUS (CP-EBUS) has recently come to be used to diagnose central pulmonary embolism. [1] [2] [3] However, CP-EBUS cannot detect peripheral pulmonary embolism. It is here believed that the potential use of EBUS is still underestimated. Until now, there has been few reports showing whether radial probe EBUS (RP-EBUS) can detect peripheral pulmonary embolism. For this reason, we here report a case of a 60-year-old man admitted to our hospital because of enlarged mediastinal lymph nodes.
The patient presented with a 2-month history of coughing and exertional dyspnea, without fever, hemoptysis, and night sweats. Unenhanced computed tomography (CT) of the patient's chest revealed interstitial pneumonia and enlargement of lymph nodes in the bilateral hilar and mediastinum. Laboratory tests showed the concentration of the D-dimer to be 5.30 mg/L, and the samples were positive for the antinuclear antibody, antineutrophil cytoplasmic antibodies (ANCA), perinuclear ANCA, and myeloperoxidase. For this reason, a diagnosis of microscopic polyangitis was made. However, serum CA125 and CA153 were elevated and CP-EBUS (model BF-UC160F-OL8; Olympus, Tokyo, Japan), transbronchial needle aspiration, was performed to determine the cause of lymph node enlargement. Because of the elevated levels of D-dimer, CP-EBUS was used for central pulmonary emboli. However, no pulmonary emboli were found. For this reason, RP-EBUS (BS-20 to 26R; Olympus, Tokyo, Japan) was used to see if it could detect the peripheral pulmonary emboli.
RP-EBUS showed an orbicular hypoechoic mass in the left lower posterior basal subsegmental pulmonary artery [ Figure 1a ] and a slightly strong echo mass, which was considered a mural thrombus, in the right lower posterior basal subsegmental pulmonary artery [ Figure 1b ]. Enhanced CT confirmed multiple emboli in the bilateral lower segmental and subsegmental pulmonary arteries [ Figure 1c ]. The pathology of mediastinal lymph node was a poorly differentiated carcinoma, but the specific type of cancer could not be determined. Because the lung lesion was not found by CT of the chest, the tumor node metastasis staging of lung cancer was considered to be TxN3M0 IIIB. The patient was treated with anticoagulants and radiotherapy.
Generally, angio-CT is the established diagnostic method. However, angio-CT scan has a radiation level of 10 mSv, which is equivalent to 50 chest radiographs, and it needs iodinated contrast agents. [4] Angio-CT is also incompatible with major renal impairment or anaphylactic response to contrast media of patients and it is unfit for a recheck in the short term. Angio-CT is also not suitable for use on pregnant women. The PIOPED II study demonstrated that these contraindications were about 24% of the patients with suspected acute pulmonary embolism.
[5] Therefore, we need a new approach to diagnose pulmonary embolism.
In this study, the use of RP-EBUS to detect peripheral pulmonary embolism showed RP-EBUS to be a safe and feasible tool for the diagnosis of peripheral pulmonary embolism and it can be performed at the patient's bedside without any need to transport the patient. The advantages of RP-EBUS over CT in detecting peripheral pulmonary embolism is that there is no need for iodinated contrast agents or radiation, so that it may be suitable for patients with major renal impairment and pregnant patients. The disadvantage of RP-EBUS is that it is not compatible with color Doppler, and endoscopic physicians need to have a working knowledge of ultrasound. Randomized, blinded trials will be necessary to assess its usefulness as a primary approach to the diagnosis of peripheral pulmonary embolism. 
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